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treatment is initiated. With it, the desired clinical 
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apy with OrEton-M* (Methyltestosterone U.S.P XIII) Tablets. 
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eee Another convenient method of ad- 
ministrating androgen is the use of 
OrETON (Testosterone Propionate 
U.S.P XIII) Buccal Tablets containing the new special base, 
POLYHYDROL.{ These tablets are not swallowed, but placed in 
the buccal space where they slowly dissolve. A greater absorp- 
tion of androgen through the buccal mucosa directly into the 
esse systemic circulation is made possible by the PoLYHYDROL base. 
te __ This increased utilization of the hormone affords a greater econ- 
— = omy in buccal therapy. 
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Possessing crystalline purity, the single glycoside ‘Crystodigin’ 
(Crystalline Digitoxin, Lilly) has many advantages over such 
venerable preparations as digitalis leaves, their alcoholic 
extracts, and multiglycoside products. 


‘Crystodigin’ is uniformly potent, is dependably stable, and can 
always be relied upon to produce the same effect. A single 
digitalizing dose of ‘Crystodigin’ may be given with safety 

under proper conditions. It produces no local gastric irritation. 

Its absorption is practically complete following oral 
administration. Optimum therapeutic effect can be maintained 

on one daily dose. Prescribe ‘Crystodigin’ for initial digitalization 
and maintenance in the treatment of congestive heart failure, 
auricular fibrillation, and auricular flutter. 


"Crystodigin’ fs supplied In 0.05-mg., 0.1-mg., 0.15-mg., and 0.2-mg. tablets and as 
Ampoules ‘Crystodigin,’ 0.2 mg., Icc., and in 10-cc. rubber-stoppered ampoules con- 
taining 0.2 mg. per cc. 


Complete literature on ‘Crystodigin’ Is available from your Lilly medical service 
representative or will be forwarded upon request. 
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Post-Graduate Papers 
From San Antonio 


OUTHWESTERN MEDICINE takes pleasure in an- 
nouncing that through the co-operation of the officers 
and Board of Directors of the International Post-Graduate 
Medical Assembly of Southwest Texas, that the program 
presented January 25th, 26th, and 27th of 1949 in San 
Antonio, Texas, will be published in part. This Assembly 
has as its objective the dissemination 
of practical post-graduate instruction. 
The speakers, leaders in their respec- 
_ tive fields, present the current views 
on the every-day problems in the 
practice of medicine. 

The problem of post-graduate in- 
struction in the Southwest differs 
materially from the same problem in 
metropolitan centers. At present we 
are not endowed with medical schools 
and teaching hospitals. We must, by 
necessity, derive a great deal of our 

Swinny, M.D. knowledge from the reading of medi- 

- cal periodicals and from assemblies. 

These assemblies must furnish mate- 

of Southwest Texas. rial which is usable in the every-day 

practice of medicine. This material further must be varied 

so that each physician in attendance can derive some- 

thing which is particularly beneficial to him. The Inter- 

national Post-Graduate Medical Assembly definitely ful- 
filled these requirements. 

The Editors of Southwestern Medicine particularly 
wish to express their thanks to Dr. Boen Swinny, presi- 
dent; Dr. C. F. Lehmann, president-elect; Dr. Merton M. 
Minter, first vice-president; Dr. Charles L. McGehee, 
second vice-president; and Dr. John J. Hinchey, secretary- 
treasurer, for their sincere efforts and co-operation in 
making proceedings of this assembly available to the 


readers of Southwestern Medicine. 


Boen 
President of the In- 


MEDICAL LIBRARY 
HISTORICAL BULL! Uw 
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Seven Outstanding Speakers 
At New Mexico Medical 
Society Meeting 


Seven distinguished medical speakers from all sections 
of the nation will feature the annual meeting of the New 
Mexico Medical Society, May 5-7 in Roswell, Dr. Van 
A. Odle, president of the Chavez County Medical So- 
ciety, which is sponsoring the convention, has announced. 

The seven speakers all have gained national recogni- 
tion in their specialties. The scientific program will not 
only be highly interesting but of great practical value to 
both general practitioners and specialists. 

Dr. M. Edward Davis, chief-of-staff, Lying-In Hos- 
pital, Chicago, Illinois. 

Dr. E. S. Judd, Jr., surgeon, Mayo Clinic, Rochester, 
Minnesota. 

Dr. T. Leon Howard, urologist,“ Denver, Colorado. 

Dr. J. Mackenzie Brown, otolaryngologist, University 
of Southern California, Los Angeles, Calif. 

Dr. F. R. Keating, Jr., internist, Mayo Clinic, Roches- 
ter, Minnesota. 

Dr. A. J. Quick, internist, Marquette University, Mil- 
waukee, Wisconsin. 

Dr. Earl D. McBride, orthopedist, Oklahoma City, 
Oklahoma. 

The convention will open with the meeting of the 
House of Delegates May 5. The scientific program will 
follow over the three-day period. The usual luncheons 
will include question and answer periods. 

There will be excellent entertainment. A smoker with 
tops in entertainment and drinks will be held at Roswell 
Country Club. The banquet for physicians and their 
wives will be held in the American Legion hut May 6. 
The scientific and business sessions will close Saturday 
noon, May 7, and a golf tournament will be held that 
afternoon. 

Daily entertainment is scheduled for ladies attending 
with their husbands. There will be a fine group of tech- 
nical displays. All sessions both for men and women will 
be held in the Roswell Women's Club building. The ex- 
hibits will be located there. Luncheons and other enter- 
tainment will be held in convenient and nearby locations. 

Officers of the Chavez County Medical Society, spon- 
sor of the 1949 New Mexico Medical Society meeting, 
are: Dr. Van A. Odle, president; Dr. R. D. Haire, vice- 
president; and Dr. Earl L. Malone, secretary-treasurer. . 
The program committee members are: Dr. R. P. Waggo- 
ner, chairman; Dr. George S. Morrison, and Dr. I. J. 
Marshall. 


SOUTHWESTERN MEDIcINE urges the attendance 
of all readers. At present the physician is the target of 
the bureaucrats. We of the Southwest are so situated 
that distances between us are relatively great. We do 
not have the opportunity of exchanging views with 
our fellow practitioners as often as we should. This 
exchange of viewpoints is healthy and should be fos- 
tered. This meeting will serve as a medium for this 
exchange of viewpoints. It is assured that all attend- 
ing this meeting will not only come away repaid from 
a didactic stand point, but with a sense of fuller cam- 
araderie.—The Editors. 


The surgeon is often confronted with the problem of 
giving promptly the diagnosis of a patient with an acute 
abdomen. The problem is complex: it involves in each case 
the diagnosis and the following steps which have to be 
defined quickly and at the right moment. We have to 
face these difficulties in our department at the Hospital 
Infantil of Mexico almost every day. And the problem 
becomes complicated when our decision forms the basis 
for the judgment of the assistant doctors, interns, or 
pupils in the Surgical Department. 
We have studied this subject in the 
best books and medical journals, 
through direct observation and by 
personal talks with surgeons in the 
best clinics of the U. S.; yet we have 
not been able to find a definite cri- 
terion, precise and synthetic, that 
covers ali cases. That is why we 
were moved to think out and deduct 
from our own experience the general 
lines that guide our conduct and sup- 
port our criterion. Naturally we take 
into account, as a basis for judg- Jesés Lozoya, M.D. 
ment, the experience of the great masters in this field. 
But the arrangement of the ideas serving as a guide for 
diagnosis is mainly the result of our observations during 
five and a half years’ work as Chief Surgeon in the Hos- 
pital Infantil of Mexico, with 12,817 surgical cases (45 
per cent) out of a total of 28,440 discharges. 

The cases here studied refer only to to the acute- 
abdomen syndrome in children ranging from 0 to 15 years 
of age in a population where malnutrition is very high 
and medical culture very low. 

Being a syndrome, the acute abdomen may have dif- 
ferent causes, all producing the same picture, “the ab- 
dominal catastrophe which demands immediate surgical 
intervention.” That is what is generally understood by 
term “acute abdomen” though it is not included in the 
International Code as a nosological entity. 

We can go over the symptoms and signs that con- 
stitute this syndrome fo'lowing this proposed sequence: 
Pain. 

Vomiting. 

. Temperature, pulse, respiration. 

Bowel movements. 

General condition and facies. 

. Physical examination of the abdomen. 

Rectal examination. 

Complete and repeated examinations. 

Laboratory data: W.B.C., hematocrit, blood chem- 
istry; urine: glucose, acetone and diacetic acid. 

10. X-rays. 

Each one of these signs, symptoms, or examinations 
has special characteristics for each group. That is why 
we shall study them in detail in connection with each 
chapter. 

Now, when we are confronted with a patient with 
abdominal complaints, vomiting, difficult bowel move- 
ments, intense colic, etc., which suggests the syndrome 
of “acute abdomen,” one must be sure that that is the 
This Paper was presented before the International 


Post-Graduate Medical Assembly, San Antonio, Texas, 
January 25-27, 1949, 
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case. If so, one has to find out the etiology of the syn- 
drome, to make a more precise diagnosis and to be able 
to apply a reasonable treatment. 

Here is where our observations may be valuable, 
dividing all the patients from the etiological as well as the 
pathogenic point of view in four basic groups and two 
secondary ones. 

BASIC GROUPS 

1. Of infectious origin—Peritonitis. 

2. Of mechanical origin=Intestinal obstruction. 

3. Of vascular origin—=Infarct of intra-abdominal 
viscera. 

4. Of traumatic origin Acute abdominal trauma. 

SECONDARY GROUPS 

5. Intra-abdominal tumours. 

6. Pseudo-acute-abdomen. 

FIRST GROUP (of Infectious Origin) 

1. Appendictis: Acute catarrhal; suppurated; gan- 
grenous. 

2. Peritonitis: 

I.—Primitives. 

II.—Secondary: 
a) perforation of the appendix. 
b) intestinal perforation in typhoid fever. 
c) perforation due to ascarids or oxiours. 
d) gall-bladder perforation in typhoid fever. 
e) perforation of gastroduodenal ulcer. 
f) intestinal perforation in salmonellosis. 

3. Meckel’s Diverticulitis. 

4. Acute intra-abdominal adenitis: 

a) mesenteric (nasopharingitis, adenoamig- 
dalitis). 
b) post-vaccination, in the lower extremities. 
c) consecutive to infected wounds on the 
lower extremities. 
. Cholecystitis. 
. Subphrenic abscess. 
. Hepatic abscess. 
. Splenic abscess. 
SECOND GROUP (Mechanical Origin) 
1. Duodenal obstructions: 
a) stenosis or atresia of duodenum. 
b) Ladd’s syndrome (malrotation of the 
bowels). 
2. Intestinal obstruction (high): 
a) stenosis or atresis of jejunum and ileum. 
b) intussusception ileoileum, ileocecal-colonic. 
c) strangled hernias: (umbilical, funicular, 
diaphragmatic internal). 
d) volvulus. 
e) obstruction due to foreign bodies: (copro- 
lits, parasits, seeds, earth, sand, diverse 
objects) . 
f) chronic Ladd’s syndrome in acute phase. 
g) meconial ileus. 
3. Intestinal obstruction (low): 
a) stenosis and atresias of colon. 
b) colonic intussusception. 
c) anal atresia: simple and with fistula recto- 
vesical or recto urethral, recto-vaginal 
or recto-perineal. 
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d) congenital malformation of the ileo-ceco- 
appendicular, criss-cross. 

4. Paralytic ileus (last stage). 

THIRD GROUP (Vascular Origin) 

a) intestinal infarct: post-splenectomy: thrombosis in 
severe infection, (typhoid, salmonellosis, typhus, 
etc.). 

b) twisting of pedicles: ovaric, epiploic or mesenteric 
cysts; spermatic chord or Morgani’s hydatid; tor- 
sion of omentum. 

c) duplication of different parts of the digesfive tract. 

d) pancreatic necrosis. 

FOURTH GROUP (Traumatic Origin) 

a) severe abdominal contusion. 

b) rupture of solid intra-abdominal viscus. 

c) rupture of hollow intra-abdominal viscus. 

FIFTH GROUP (Intra-abdominal Tumors) 

. Wilms’ tumor. 

. Giant hydronephrosis. 

. Neuroblastoma sympatheticum. 

. Unattached retroperitoneal embryoma. 

. Other tumors of the adrenal gland. 

. Intra peritoneal tumors: 
intramesenteric cyst (serous and chylous). 
Epiploic cysts and tumors. 

‘Luberculous !ymphnodes. 

Lymphosarcomas. 

intestinal sarcomas. 

Hepatic sarcoma. 

‘Leratoma. 

Congenital dilitations of the bile ducts. 

Hydatid cyst. 
Uuplications of the digestive tract. 

Giant splenomegalias caused by maiarias, Gauch- 
ers or Banti's disease. 

Spleen tumors. 

‘seratoma of the abdominal wall. 

The sast two groups are quite special; the fifth one 
referring to intra-abdominal tumors, has to be entered as 
abdominal emergencies, because the growth of these 
tumors is extraorainariiy accelerated in children; and the 
chances ior the patient to survive are in direct relation 
to the promptness with which the diagnosis is made and 
the treatment started. A tew weeks, or even days, are 
sufficient to actually ‘“see’’ the tumor grow. Delay in- 
volves repeated examinations which always give rise to 
metastasis. That is why we consider all intra-abdominal 
tumors in children as emergency cases. We forbid ab- 
dominal examination more than twice before operation. 
Surgical removal is performed if it is not too late and as 
soon as the elementary pre-operative requirements have 
been fulfilled. We do not feel ashamed if more than once 
the final diagnosis has been made by the pathologist. 

When operating, we make a wide incision, to get to 
the pedicle as soon as possible in order to tie it and 
avoid metastasis. 

SIXTH GROUP (Pseudo-Acute Abdomen) 

. Acute lobar pneumonia and pleurisy, right side. 

. Acetonemic, cyclic vomiting. 

Severe toxicosis. 

Rheumatic purpuric ileitis. 

Acute gastroduodenal distension. 

Paralytic ileum (not in the last stage). 

. Severe dysenteric recto-colitis. 
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h. Chronic ulcerative colitis (acute stage). 

i. Segmentary ileitis. 

j. Shock after accelerated or excessive venoclysis 
(blood or saline). 

k. Traumatic shock (without real abdominal contu- 
sion). 

]. Intra-abdominal pain in nephrotic and nephritic 
cases, without true peritonitis. 

m. Nephritic colic. 

n. Acute pyelitis, hydronephrosis (not giant). 

o. Intra-abdominal pain in some hematological pic- 
tures. 

p. Acute, temporary reaction of the mesenteric lymph- 
nodes in acute amigdalitis. 

q. Hematocolpos. 

r. Suppurated cyst of the urachus. 

s. Extraordinary distension of the bladder. 

t. Large abscesses in the abdominal wall. 

u. Ajlergic colic. 

v. Lead poisoning. 

The sixth and last group is very important. It corre- 
sponds to what we call pseudo-acute-abdomen, and a 
great variety of diseases have been placed here. Some 
are located beyond the abdomen but give a very dra- 
matic abdominal symptomatology. There is only a mod- 
erate peritoneal reaction, mild in proportion to the catas- 
trophic character of the abdominal picture present. In 
other cases there may be,a considerable peritoneal reaction, 
but this must not be treated by surgical means. We must 
know very well all the diseases that constitute this group, 
in order to be able to distinguish them from the real, 
acute abdomen. This justifies our constant insistence on 
pediatric surgery as a specialty by itself and our feeling 
that those who practice in this field should be expert 
pediatricians as well as skilled surgeons. 


STUDY LIMITED 


In this paper we cannot study in detail all the above 
mentioned diseases. We are limiting ourselves to the gen- 
eral guiding points that form our criteria for diagnosing 
a really acute abdomen, comprised in any of the first 
four groups, or a case of intra-abdominal tumor. These 
are the data that can lead us to classify a case in the 
pseudo-acute-abdomen group. To this end, one must take 
into account the list of signs and symptoms numbered at 
the beginning, and one must carefully note the past his- 
tory, the onset and evolution of the disease. 


INFECTIOUS GROUP 


Here there is always hyperthermia from the very be- 
ginning of the pathological condition. The temperature is 
in proportion to the formation of an abscess or to the 
virulence of the infection. Pulse and respiration follow in 
accordance with temperature, except in the cases of gan- 
grene, where the temperature falls and also in the final 
stage of deep infections, when the patient does not react 
any more. In this stage, Forgue’s sign may appear, with 
the curves criss-crossing each other. 

In infectious diseases belonging to this group there 
is always considerable leukocytosis with neutrophilia ex- 
cept in gangrene, severe infections when the patient does 
not react any more, typhoid fever, and virus infections. 
In typhoid fever we find leukepenia and lymphocytosis 
which combine with the leukocytosis and neutrophilia of 
the peritonitis, the resulting formula showing a relative 
leukocytosis with neutrophilia within the blood picture 
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pertaining to typhoid fever. In virus infections (for in- 
stance in post-vaccinal iliac adenitis) the leukocytosis and 
neutrophilia of the intra-abdominal infection combines 
with the leukepenia and lymphocytosis of the vaccina- 
tion. Hematrocrit gives the hemo-concentration and blood 
and urine tests show the acidosis of the patient. 

Finally we have to look carefully into the history to 
detect a sudden inflammation of the peritoneum and its 
successive development. Pain may appear in two ways 
in this group: First, as a colic, reflex type, when the 
patient does not feel pain at the site of the lesion but 
usually at the origin of the nervous plexus (following the 
metameric innervation of the abdomen). This is pain of 
the visceral type; it is caused by the distension of the 
peritoneum of the viscus by gas or fluid and. can be pro- 
duced only by pressure on the sick viscus. This pain is 
typical in acute appendicitis with suppuration, during the 
first hours, before the infection invades a large area of the 
peritoneum or becomes generalized. 

The second way in which pain may appear is the 
type which comes on several hours or even days after 
the onset of the infection, when the infection is already 
extending to the peritoneum. The patient is then incapable 
of localizing the pain to a definite place in the abdomen, 
but it can be elicited by pressure in any place in the 
whole abdomen, or at least in a large zone the muscular 
defense is generalizing and in severe cases it is extreme. 

The vomitus may vary from simple food to the typi- 
cal vomiting in peritonitis, this last being the most fre- 
quent in this group. 

PERITONITIS 

Generally speaking and applying to 90 per cent of 
the cases of peritonitis in children, there is a definite diar- 
rhea, contrasting with the same cases in the adult. Peri- 
tonitis in children does not always produce intestinal 
paralysis except in the final stages. In cases of gangrenous 
appendicitis diarrhea is always present with the typical 
color and odor of “sewage.” 

In cases of inflammation or ulceration in Meckel's 
diverticulum, stools with pure red blood are typical. 
The “peritoneal facies’’ is always present in this group. 

Rectal examination is fundamental. It is much more 
enlightening in the child than in the adult. In cases of a 
true intra-abdominal complaint we find the anal sphinc- 
ter contracted (Yodice’s sign), the rectum clogged with 
fecal matter, and if we can reach the zone, zones, or 
organs affected with our finger, we can easily feel with 
certain acquired ability the edema, the inflammation or 
abscess, and we may even increase the pain. 


ABDOMINAL EXAMINATION 

The examination of the abdomen, besides revealing 
pain, muscular defense, abscesses or masses, can also 
show us, if we learn to look for it, the edema of the 
wall, especially in the posterior part of the lateral walls, 
in the advanced stages, especially if the patient is an in- 
fant. These patients have to be examined at least twice, 
on admission and several hours later, after the patient 
has been properly hydrated, given good rest, and the 
pain calmed by means of any barbiturate. More than 
once we have had to change our diagnosis on the second 
examination. Plane x-ray films, in different positions (re- 
cumbent, sitting, standing) are very helpful. They give 
decisive information in cases of peritonitis, above all 
when there is perforation of a hollow viscus. They show 
the image of free air in the abdominal cavity, which 
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changes with the patient's position. These plates have 
to be taken after keeping the patient in the desired posi- 
tion for ten minutes. 


MECHANICAL GROUP 

In the second group (mechanical origin) the sympto- 
matology is more dramatic and constitutes that of intesti- 
nal obstruction. The principal data for our diagnosis, 
therefore, will concern difficulty in the intestinal transit 
(colicky pain, constipation, vomiting), data from the 
rectal examination and from physical examination of the 
abdomen; negative results of laboratory tests regarding 
infection; history of sudden onset of the disease, and 
more or less rapid progress, these lasf two obtained by 
careful questioning; and, finally and most important, 
x-rays that confirm the diagnosis of obstruction. 

Summarizing: in this group, complete or incomplete 
intestinal obstruction is predominant with its correspond- 
ing symptomatology of vomiting, which is really a com- 
pensating discharge for the liquids which cannot follow 
the normal path from mouth to anus. The vomitus is 
always tinged with bile, if the obstruction is located in 
the duodenum. Below Vater's ampulla it will contain 
food, juices or fecal matter, if located in a lower part 
of the intestines. The intestinal movements are interfered 
with either totally or partially, as already stated. In 
intussusception the stools have the typical appearance 
of a bloody jelly. 

Gastro-intestinal peristalsis is visible and audible be- 
cause it is always exaggerated (except in the severe 
cases of paralytic ileus where it is completely abolished). 
This explains the intensity of the colic like pain, present 
in all the diseases of this group, caused by the butting of 
the peristaltic movement against the obstacle that clogs 
the intestinal pathway. The pain in these cases can be 
properly compared to ‘pains during labor.” It begins 
with medium intensity and in a few seconds it grows to 
a paroxysmal point. The patient twists himself, bends 
the legs against the pelvis, his face becomes congested, 
the abdominal wall contracts and a few seconds later, 
the colic declines and the patient relaxes all the muscles. 
This relaxation becomes more marked as the. ailment 
advances, or if the pain is more intense. This kind of pain 
is typical in cases of intussusception. Inspection of the 
abdomen, as said before, shows intestinal peristalsis and 
distension in some part or the whole of the intestinal 
tract, unless it has been cleared out by vomiting or at 
the beginning of the disease. On palpation, muscular de- 
fense is found, more or less limited to the zone where the 
obstacle is located. In cases of intussusception there is 
the typical sausage shaped mass in some of the segments 
of the colon. 


RECTAL EXAMINATION 


The rectal examination gives the following data: con- 
tracted sphincter, empty rectum and a palpable sausage 
shaped mass, in the cases of intussusception, either in or 
out of the lumen of the sigmoid. In’ other types of intes- 
tinal obstruction, by simple rectal examination, one may 
often form some idea as to where the obstacle is. 

The blood count is normal unless gangrene or infec- 
tion has already set in. Blood chemistry and urine tests 
show the state of acidosis or alkalosis of the patient. The 
more severe the dehydration, acidosis and intensity of 
pain, the more marked will be the peritoneal facies. 

X-rays are here of great help, perhaps more so than 
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in any other group. If we use fluoroscopy or simple 
films, they will show us the location of the obstruction, 
the level of liquids and gases in the distended bowel 
above the lesion, changing levels according to the posi- 
tion of the patient. The study with barium by mouth gives 
the distension of the intestinal tract above the obstacle. 
This is absolutely necessary in cases of high obstruction 
from the duodenum up. Barium enema shows us the ob- 
stacle from down up, especialiy in intussusceptions; and 
it may even cure the coio-colic intussusception if used 
with pressure. In cases of atresia of the anus, simple 
postero-anterior and lateral films, with the patient hang- 
ing by the feet for five minutes, show the distance between 
the rectal pouch and the anal skin. 
VASCULAR GROUP 

The third group (vascular disturbances) comprises 
the greatest variety. Therefore it is harder to generalize 
about these cases. Intestinal infarct, because of throm- 
bosis has always the antecedent of a serious generalized 
infection through the whole organism. In the midst of 
this generalized infection, suddenly the acute-abdomen 
syndrome appears. The very special cases of patients 
having had splenectomy constitute a type by themselves. 
The infarct generally appears within the first 15 days 
after operation, when platelets are suddenly increased. 

When there is twisting of the pedicle of the viscus, 
the beginning is very sudden and intense pain over- 
shadows all the other symptoms. By physical examina- 
tion one can confirm the twisting of the pedicle. Routine 
laboratory tests, which are negative in these cases, cor- 
roborate the diagnosis. 

Duplications of the different parts of the digestive 
tract may present a picture similar to that given by vas- 
cular disturbances, obstruction, or intra-abdominal tumors, 
or a combination of these three. Necrosis of the pancreas 
is very rare in children with much more dramatic symp- 
tomatology than in the adult. 

In spite of the intensity of the pain, the general condi- 
tion of patients in this group is usually very good. In 
the first few hours blood counts are normal. Later, in 
cases of large infarcts, leukocytosis with neutrophilia 
appear. 


TRAUMATIC GROUP 

In the fourth group (traumatic) antecedents or his- 
tory are of paramount importance, as well as the presence 
of other traumatic lesions and the state of shock. The 
hematocrit shows marked bloed concentration. Contrary 
to the adult, the child shows considerable rise of tem- 
perature while in state of shock. This shock must be con- 
trolled immediately by all possible. means. If the case is 
one where a hollow viscus has been perforated, all the 
signs of pneumo-peritoneum are found, and the presence 
of free gas in the peritoneal cavity shown by x-rays con- 
firms the diagnosis. ' 

When one of the solid wscera has been crushed or 
torn, we have the syndrome of internal hemorrhage plus 
acute abdomen. 

TUMOR GROUP 

In the fifth group (intra-abdominal tumors) we have 
already stated why we consider these cases as surgical 
emergencies. Wilm's tumor ranks highest in statistics and 
it is a condition which justifies prompt and efficient in- 
tervention. If these tumors are operated at the beginning, 
with good technical control, and submitting the patient 
afterwards to x-ray therapy, the chances of survival are 
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astonishing. In spite of being probably the most malignant 
cancer -in children, Wilm's tumor is also the one most 
successfully treated by the surgeon. 
ABDOMINAL GROUP 
The sixth group (pseudo-acute abdomen) is funda- 
mental in differential diagnosis. To make correct diag- 
nosis, thorough pediatric training is required, as well as 


tong practice in children’s surgery. 


Whenever the syndrome of acute abdomen appears 
suddenly in a child, we must keep in mind the possibility 
of acute lobar pneumonia on the right side, above all if 
the child has been suffering from nasopharingitis or ton- 
sillitis, We can arrive at the diagnosis by carefully 
examining the thorax in every case of acute abdomen. 
X-rays may confirm the findings. We must remember 
also the possibility of pleurisy and that the clinical study 
is always more important in these cases than x-rays. 

Acetonemic cyclic vomiting produces the acute abdo- 
men syndrome; and it is difficult to differentiate it from 
the advanced stages of acute appendicitis. Nevertheless 
in cyclic vomiting blood count is normal. The rectal 
examination shows that the pain is located in the ante- 
rior abdominal wall, not in the caecum. The general ap- 
pearance is typical of acetonemia, with deeply shaded 
circles under the eyes. The diagnosis is finally arrived 
at by considering history of previous attacks, fever or 
sunstroke, or excessive exercise some hours before, and 
the high degree of acetone and diacetic acid in the urine. 
By giving 10 per cent glucose solution and insulin intra- 
venously, one can make the syndrome disappear in one 
or two hours. 

Advanced cases of toxicosis often present the acute 
abdomen syndrome; that is when there is intense dehy- 
dration caused by diarrhea and intense vomiting, due to 
the salmonellosis so frequent in our population. Inter- 
vention in these cases is fatal. Diagnosis can be made by 
the careful study of the patient, which reveals that the 
toxic condition is severe and that the abdominal symp- 
toms do not correspond to the intensity of the diarrhea 
and dehydration. The abdominal syndrome is due to in- 
testinal distension produced by small and multiple hemor- 
rhages in the intestinal wall. We have lately found out, 
through a personal communication with Dr. Castellanos 
from Havana, that he has already mentioned these cases. 
Except for Dr. Castellanos’ note, we have not been able 
to find anything more on the subject, either in medical or 
surgical literature. 

Rheumatic purpuric ileitis generally has also a pulta- 
ceous tonsillitis, a discrete number of petechiae, very 
high temperature, high leukocytosis with moderate neu- 
trophilia and above all, very rapid sedimentation rate. 

Acute gastro-duodenal dilatation may appear as a 
post operative complication, but we also find it in de- 
hydrated children and in chronic vomiting. The use of 
the common syphon clarifies the diagnosis. 


PARALYTIC ILEUS 

In the post operative period of serious cases, in pa- 
tients with large casts for the pelvis thorax or vertebrae, 
and also in very dehydrated patients, we must keep in 
mind paralytic ileus before making the diagnosis of acute 
abdomen. 

In advanced cases of ulcerative recto-colitis caused 
by bacillary dysentery, frequent in patients living in the 
tropics, we have leukocytosis (30,000 to 50,000) with 


= 
is 
n 
rt 
in 
ce 
e- 
re 
1). 
nt 
of 
gs 
be 
ins 
to 
ids 
ed, 
er, 
les. . 
ent 
ain 
the 
and 
inal 
at 
de- 
the 
is 
ents F 
con- 
sage 
n or 
ates- 
may 
afec- 
tests 
The 
y of 
than 


70 - SOUTHWESTERN MEDICINE 


very high neutrophilia (90 to 95 per cent). Rectal exami- 
nation gives us the clue for diagnosis when the finger 
can reach the fungoid and ulcerated mucosa of the recto- 
sigmoid. The material obtained with the examining finger 
has a definite ‘‘sphacelus odor.” Slides and cultures can 
be made with it to confirm the diagnosis. 
Chronic ulcerative colitis in the acute stage may sug- 
_ gest acute abdomen. If we can discard intussusception, 


we can get at the diagnosis by the past history of typical. 


stools in these cases. 

Segmentary ileo-colitis is another disease we must 
consider when making the diagnosis of acute abdomen. 
But if we know it well and keep it in mind, it is difficult 
to make a mistake. 


PSEUDO-ACUTE ABDOMEN 


We have not found any description in pediatric or 
surgical literature of the pseudo-acute abdomen caused 
by venoclysis, when given in excessive amounts and 
too fast, especially if blood has been mixed with different 
solutions. We may also find it with a slow venoclysis that 
has been continued too long. In the ‘Hospital Infantil of 
México” this happens mostly with the change of interns. 
Past history and the state of shock make the diagnosis. 
By correcting the shock, the picture of acute abdomen 
disappears. This is not always easy. A high percentage 
of these patients die with fever above 105 F. This picture 
is due to the intense edema of the peritoneum which ap- 
pears before the edema of the ankles, brain, or myocar- 
dium. When we first treated these cases, not knowing 
this picture, two operations were performed and in both 
the peritoneum, especially the omentum, was intensely 
edematous, resembling jelly. Dr. Farber of Boston (per- 
sonal communication) told us that he had confirmed this 
in some autopsies. 

We have sometimes seen children in an + ene state 
of shock caused by trauma, from falling out of a tree, 
for example. They may have fractured limbs without 
abdominal contusion at all, and yet on admission to the 
ward they may be diagnosed as traumatic acute abdomen. 
When the shock is treated the pseudo-acute abdomen dis- 
appears. 

The acute abdomen in nephrotic or nephritic patients 
is well known, with very mild peritonitis or none at all. 
‘The problem with these patients is more complex, and 
we have to study them very carefully before deciding 
to operate, since sulphas, streptomycin or penicillin are 
more efficient than our bistoury. Yet we must consider 
the possibility of an acute appendicitis or intestinal ob- 
struction in patients who have the peritoneum constantly 
flooded by ascites, and where adhesions or bands may 
appear at any time. 

Colic caused by calculus in- the kidney or ureters can 
also resemble acute abdomen. Yet, with a careful study, 
the diagnosis is not difficult. 

PYELITIS 

Pyelitis or pyelonephritis is also a cause of error. 
We must explore carefully both sides and the lumbar re- 
gions. A consideration of the typical temperature chart, 
the color of the skin; and, above all, examination of 
catheterized urine are necessary for diagnosis. 

Some hematological cases, for instance sickle cell 
anemia, may be accompanied by abdominal pains that 
may mislead us, but it is sufficient to have them in mind 
to avoid mistakes. 
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In children with adenoidism the reaction of the mesen- 
teric lymph nodes is frequent in the attacks of acute 
adeno-tonsillitis. 

The string of painful swollen masenteric lymph nodes 
can be felt by palpating the abdomen and specially by 
rectal palpation. We have to be patient with this type of 
case; before twelve hours of treatment with sulphas, 
penicillin or streptomycin can rule out acute abdomen. 

Hematocolpos, suppurated cyst of the urachus, and 
very distended bladder may be misleading, if we forget 
these possibilities. The patient always has pain, muscular 
defense, and a rounded mass in the lower abdomen, yet 
diagnosis is relatively easy, if we make a complete and 
careful examination. 

We are constantly saying to students that errors in 
the surgeon’s diagnosis are often due to incomplete or 
superficial examinations, or because of not having ex- 
amined the patient at all, trusting one’s impression of 
acute abdomen and considering it too clear to be put 
to question. We had some such experience in the case 
of a child with a large abscess in the abdominal wall. 
If thorough examination is made, such errors may be 
avoided. 


ALLERGY 


There is no doubt that more than once we have run 
into a case of pseudo-acute abdomen that is due to al- 
lergy either to food or other causes. This presents diffi- 
culties in differential diagnosis, if we do not know about 
the allergic tendency of the child. Nevertheless the acute 
abdomen in this case is never bizarre. And there are 
always some other allergic symptoms present that can 
lead us to the diagnosis. 

Lead poisoning, as is well known, may produce real 
abdominal pain and vomiting which can confuse the sur- 
geon, if he does not pay attention to the general appear- 
ance of the patient and to the condition of the gums, 
which should arouse his suspicion. This should lead him 
to check the history again for exposure to lead. X-ray 
films of the bones and a study of the RBCs should con- 
firm the diagnosis. 

And now, we have to say catia what the great 
masters have said long ago: “Acute abdomen is always 
an enigma.” The more we see children with acute abdo- 
men the more we confirm the truth of the saying. That 
is a consolation for the errors we have committed. 


SUMMARY 

The author presents the abdominal emergencies in 
the child, studied in a five and a half years’ period as 
Chief Surgeon in the Hospital Infantil of México, with 
17,817 cases (45 per cent) our of a total of 28,440 dis- 
charges, in children from 0 to 15 years of age and in a 
population where malnutrition is very high and medical 
care very*low. 

All abdominal emergencies are divided, from the etio- 
logical as’ well as the pathogenic point of view, into four 
basic groups and two secondary ones: (1) Peritonitis, in- 
fectious origin; (2) intestinal obstruction, mechanical 
origin; (3) infarct of intra-abdominal viscera, vascular 
origin; (4) acute abdominal trauma, traumatic origin; 
(5) intra-abdominal tumors, and (6) pseudo-acute-abdo- 
men. 

The purpose of this paper ie to give a general plan 
that can serve as a guide in the diagnosis and treatment 
of these emergencies. 
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NEUROSURGICAL RELIEF OF PAIN 


By W. A. Jones, M. D., Ex Paso, Texas 


This subject has always been extremely interesting to 
me because the relief of pain is one of the fundamental 
aims of medicine. Since the beginning of medicine various 
methods have been employed in eradication of pain. There 
are many cases that will respond medically but the re- 
fractory ones are the concern of this paper. No attempt 
will be made in this paper to completely cover the various 
aspects and manifestations of pain, but the more common 
varieties encountered by the physician will be outlined. 
The surgical technique will not be discussed as each sur- 
geon uses a different technique and in most instances it is 
not interesting to the average physician. Only the thera- 
peutic application will be discussed here. 


CHORDOTOMY 


Chordotomy is one of the most useful procedures in 
combatting severe pain below the costal margin. Espe- 
cially is it useful in controlling pain due to malignancy of 
the bladder, rectum or pelvis. Whether the procedure is 
bilateral or unilateral will depend upon the location of 
the pain. In severe tabetic pain of the lower extremities 
a chordotomy often relieves the patient of his pain. 


SYMPATHECTOMY 

Sympathectomy as operative procedure has many 
valuable applications in relief of pain associated with 
vascular phenomena. 

1. Raynaud's Disease—In this disease so far there has 
not been developed a satisfactory medical regime to com- 
bat this condition. However there are a few agents that 
are appearing in literature from time to time that offer 
a measure of relief. Priscoll and other such agents as 
etamon are useful adjuncts. But the more stubborn cases 
that do not respond to medical management should be 
subjected to a sympathectomy, as this is the accepted 
choice of treatment. 

2. Thromboangiitis obliterans and arteriosclerosis often 
respond favorably to a sympathectomy. The pain is re- 
lieved. There is much improvement in the vascular supply 
to the limbs involved. It might be stated that this is not a 
curative measure for these disease processes but postpones 
the necessity of an amputation and will give a better 
stump if prosthetic appliances are indicated. 

3. Acute occlusion of a major peripheral vessel is an- 
other condition in which a sympathectomy is employed, 
as this will often help preserve the extremity involved. 

4. Causalgia presents one of the most difficult types 
of pain one encounters. It is associated with incomplete 
peripheral nerve lesions, most commonly associated with 
the median or sciatic nerve. This condition, in most in- 
stances, if severe, will not respond to medical manage- 
ment, and the patient should be subjected to a sympathec- 
tomy before severe psychic trauma has developed. It is 
my opinion the results will be better. 


PREFRONTAL LEUCOTOMY 

Prefrontal leucotomy operative procedure is applica- 
ble to inoperable cancer in any portion of the body. It 
can be carried out under local anesthesia in most cases. 
This operation should not be used unless the patient has 
longevity of three to six months. An interesting feature 
about this operation is that it takes away the fear of death 
and relieves the state of anxiety. The fear of pain is 


often more dreadful than the pain itself. After a prefrontal 
leucotomy, pain becomes bearable. It seems to divorce 
the patient from his relation to the pain and his natural 
reaction to it. The patient will often state that he has 
pain but it does not cause him any discomfort. In time 
I believe that this will be a treatment of choice of all in- 
tractable pain associated with a malignancy. So far there 
has not been sufficient evidence to determine whether the 
operation should be unilateral or bilateral. It is believed 
in most cases that a unilateral approach should be em- 
ployed first as the mental symptoms and changes in per- 
sonality are less. 

Phantom limb—I know of no other condition that is 
more refractory to all forms of therapy than the pain 
associated with a phantom limb. Chordotomy, sympathec- 
tomy, post central gyrectomy, all fail in the majority of 
cases. The balance of evidence is pointing to a pre- 
frontal leucotomy as the accepted form of therapy for 
this condition. 

RHIZOTOMY 

The posterior section of the nerve root or sensory 
root is at times valuable in relieving pain, if the pain is 
confined to an extremity and has no possibilities of 
spreading, or if you have a specific root involved. This 
operation is limited in its application. 

LOCAL NERVE BLOCK OR NERVE CRUSHING 

This application for relief of pain is also limited. It is 
best used when the pain is confined to specific nerve and 
especially if it is sensory in nature. 

EXTRADURAL BLOCK OR INTRASPINAL 

USE OF ALCOHOL 

I hesitate to recommend this procedure, as often the 
results are unsatisfactory and may leave the patient in a 
more unfavorable state than before its application. The 
patient may complain of paresthesia, weakness of the 
lower extremities and partial or complete paralysis of the 
sphincters of the urinary bladder, and rectum. Frequently 
the relief is only for a short duration, certainly this form 
of therapy is limited. In cases where there is loss of con- 
trol of the sphincters of the bladder and rectum and the 
patient is a poor surgical risk, this form of therapy seems 
to be one of choice. 

MESENCEPHALIC TRACTOTOMY 

This procedure is employed for the relief of pain in 
the upper extremities. Due to the inaccessibility of the 
spinothalamic tract and the adjacent structures, this pro- 
cedure has not been generally accepted. The complica- 
tions following surgery are often profound and the mor- 
tality rate is rather high. 

RESECTION OF THE SENSORY CORTEX 

This procedure is also limited, due to the technical 
difficulties, but may be employed in the treatment of pain 
associated with the phantom limb and post herpetic neu- 
ralgia. 

TRIGEMINAL NEURALGIA 

The employment of the retro-gasserian neurotomy by 
the subtemporal approach is the most commonly accepted 
form of therapy for this condition. The complications are 
not as many nor as severe as some writers would have 
you to believe. It may be useful to try alcoholic injection 
of the various branches of the fifth nerve, but as a rule 
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the pain is relieved only for a short time and finally the 
‘Patient is subjected to the operation. 

2. The posterior approach of the fifth nerve carries 
with it a higher mortality and the complications are 
greater. It should be reserved for cases chiefly where there 
is a possibility of a posterior fossa lesion producing the 
symptoms. 

3. Tractotomy— This operative technique is used 
mainly for the ophthalamic division of the fifth nerve. 
Again this procedure has not been generally accepted as 
the operation of choice due to the complications follow- 
ing surgery. 

RADICULAR PAIN 

Whether the pain be cervical, thoracic or lumbar, it 
should be carefully evaluated and properly interpreted 
and a careful search should be made and the local cause 
be determined if possible. The most common cause of 
low back pain with sciatic radiation is a herniated disc. 
If it is due to a herniated disc the disc should be removed 
after a trial of conservative management. Good results 
are obtained in the majority of cases by early ambulation 
with leg and back exercises. Here again it is believed this 
condition should be relieved surgically before a severe 
psychic trauma has developed. If there is a tumor the 
treatment is surgical removal. 

CERVICAL RIB 

This should first be treated by section of the anticus 
scalenus muscle, unilateral or bilateral, depending upon 
the situation. If there is no relief of pain, then a surgical 
approach to the rib should be carried out with its removal. 
NEURALGIA OF THE NINTH CRANIAL NERVE 

This condition can be relieved by intra-cranial section 
of the ninth nerve. 

In conclusion a proper search should precede symp- 
tomatic therapy for the relief of pain. The choice of 
therapy will depend upon the etiology and location of the 
pain. Some of these methods of choice may sound un- 
reasonable and radical, but when one is dealing with such 
a formidable foe as pain, one must resort to the various 
tried methods of therapy which in some measure have 
brought relief. 
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Editorial Comment: Dr. W. A. Jomes, after 13 
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years as Chief of the Neurosurgical Service in the 
Veterans Administration Hospital, Los Angeles, has 
recently entered the private practice of medicine in El 
Paso, and here presents us with a neurosurgeon’s view- 
point as to the relief of pain. There can be no doubt 
that many of us have neglected this particular ap- 
proach to pain relief. This paper should serve as a 
stimulus for further consideration of this particular 
phase of relief. 
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REPORT OF FRACTURES AT EL PASO 


CITY-COUNTY HOSPITAL 


From January 1947 to July 1948* 


By Virct R. May, Jr., M. D.t anp W. Compere Basom, M. D., M. S. 
IN ORTHOPEDIC SURGERY, Et Paso, TEXAs 


This report is based on a review of 250 cases of frac- 
tures that have been admitted to the fracture service of 
El Paso City-County Hospital. The report covers cases 
observed during a period of 18 months from January 
1947 to July 1948. All these cases were admitted to the 
hospital wards and remained in the hospital at least 24 
hours. None were reported that were treated only in the 
out-patient department. 7 

As Darrach has stated, a fracture patient is an indi- 
vidual whose normal activities have been interrupted by 
injury. Frequently this injury has broken more than one 
bone. The damage is not only limited to bone but also 
to associated soft parts which are often of greater impor- 
tance and need more attention than the fracture itself. 
In considering these associated injuries it is well to dif- 
ferentiate between the primary lesions occurring at the 
time of the accident and secondary lesions of trauma 
which occur during transportation, examination and treat- 
ment. 


FRACTURED VERTEBRAE 


A fractured vertebrae requires correction of the de- 
formity, but if it is associated with cord injury the prog- 
nosis is changed as the injury becomes much more serious. 
Another example of associated soft tissue injury being 

*more serious is that of the supracondylar fractures of the 
long bones in which vascular or neurological catastrophies 
may have occurred. If such has occurred consultation 
with other surgical specialists may be secured. After a 
bone has healed the patient still requires treatment in the 
form of physio-therapy. This is seen in fractured femurs 
in which the bone heals well but the patient is left with 
stiff adjacent joints. 

The object of treatment of fractures is to restore to 
normal as quickly as possible not only the anatomy of the 
hone but the physiology of the extremity and of the pa- 
tient himself. Therefore, unless proper attention is paid 
to these associated soft part injuries, the main objective 
is lost. 

FIVE REQUIREMENTS 

There are five requirements which should be met on 
any well organized fracture service. These are (1) reduc- 
tion of secondary trauma to a minimum, (2) sufficient 
restoration of the fracture to meet the requirements of 

the specific case, (3) rest for the injured part during the 
healing process, (4) maintenance of function of the soft 
parts, (5) morale of the patient. We feel these require- 
ments are given here through the facilities we have in the 
hospital and out-patient department. 

The total number of fractures admitted numbered 325. 
Many of these fractures were multiple and in the same 
patient. It is obvious that many fractures of the small 
bones were treated as out-patient. We had many frac- 
tures of the clavicle, phalanges, fibulae and distal radius 

(*Read before the monthly staff meeting, El Paso City- 


County Hospital. November 1948.) 
(tFellow Orthopedic Surgery. Northwestern University.) 


and ulna on the same side (Colles fractures) which were 
treated in the out-patient department and required no ad- 
mission to the hospital wards. Even if the fracture pa- 


CASE RECORD 
Bone Involved Number of Cases 

Total Fractures treated in Hospital. . . . 325 

Total Patients seen in Out-patient Dept. . . 1209 

Grand Total Fractures for 18 months. . . 1534 


tient required anaesthesia, it was given in the out-patient 
department and the patient allowed to return home the 
same day. The total number of patients observed in the 
out-patient department were 1209. Thus it can be seen 
that approximately three-fourths of the fracture patients 
were seen and treated in the out-patient department. 
Fractures of the ankle include all bones of the foot ex- 
cept the metatarsals and phalanges. Fractures of the hip 
are included with fractures of the femur. 
MULTIPLE FRACTURES 

Of the cases in which multiple fractures were seen 
include only these patients in which unassociated bones 
were involved. Fractures such as a humerus and tibia of 
the same patient are included in the multiple fracture 
series. Fractures of the radius and ulna or the tibia and 
fibula on the same side are not included. A total of 42 
patients received multiple fractures. The majority of these 
were the results of automobile accidents. 

As is true on all fracture services many more simple 
fractures are observed than compound fractures. During 
this period of observation, 38 compound fractures were 
treated. All cases are first seen in the dispensary. Here 
the well-being of the patient is determined as to shock 
and bleeding. Proper splinting is performed. The patients 
are then x-rayed, after which definitive treatment is be- 
gun. The compound fracture patients are taken to the 
operating room where under sterile conditions the wound 
is debrided and thoroughly irrigated with saline. At the 
time of this initial operation the fracture may be inter- 
nally fixed. This, of course, depends upon the type frac- 
ture, amount of soft tissue damage, and under what con- 
ditions the fracture occurred. 
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SIMPLE FRACTURES 

Simple fractures are treated at the time of admission 
either with traction or splints’ depending upon the type 
of fracture. If open reduction is contemplated the patient 
is allowed two to three days bed rest for full evaluation 
‘before surgery. 

Of the cases treated in the hospital there were 54 
open reductions performed and 192 closed reductions. 
Both the open and closed reductions are those which re- 
quired anaesthesia. Frequently fracture cases do not re- 
quire any type of anaesthesia, as there is no displacement 
of the fracture, or as in vertebral fractures in which only 
sedation is used. All that these types of fractures require 
is some form, of immobilization. 

In all cases both open and closed reductions are per- 
formed by the residents on the service under the super- 
vision of the respective staff member. The pre-operative 
and post-operative course, as well as follow-up in the 
out-patient department, is also the responsibility of the 
resident. 

The type of anaesthesia used in the cases are as a 
rule decided and administered by the resident physician. 
The various anaesthetics used were as follows: 


Type of Anaesthesia Number of Cases 


Since the resident physician has the responsibility of 
administering the anaesthesia, open drop ether is used in 
most cases, as we believe this has been found to be the 
safest general anaesthesia. 

The number of deaths recorded on the fracture service 
were twenty-two. These deaths occurred mostly in pa- 
tients who had been involved in severe automobile acci- 
dents in which multiple fractures were sustained with 
extensive soft tissue injuries. Another cause of death was 
in those elderly patients with fractured hips who died, 
while being prepared for surgery, of heart disease or 
pneumonia. 

The fracture service at the City-County Hospital cares 
mainly for the indigent patient but any patient may be 
admitted for emergency treatment. Since the hospital is 
located near a large military reservation, accident cases 
frequently are admitted and treated, which are later 
transferred. There was a total of 37 patients who were 
transferred either to private hospitals or to the Army 
hospital. Only five patients signed their own releases 
from the hospital. All of these patients received emer- 
gency or definitive treatment at the City-County Hospital. 

CONCLUSION 

A total of 250 cases were admitted to the fracture 
service of the City-County Hospital from January 1947 
to July 1948. All patients admitted are first seen and 
examined by the resident physician on the service. The 
care of the patient is the responsibility of the resident 
with consultation with the respective staff member. All 
closed and open reductions are performed by the resi- 
dent under the supervision of the staff member. 
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The Red Cross Drive 


Southwestern Medicine wishes to remind its readers 
of the achievements of the Red Cross. It is the duty of 
each and every reader to boost the annual Red Cross 
campaign, not only financially, but by word of mouth. 
Last year, for example, more than 300 disasters occurred 
in widely separated areas. 

The organ‘zed efforts of the Red Cross were made 
available in all of these disasters. In many of these epi- 
sodes the physician and the Red Cross labored in close 


co-operation. 

It is peculiarly fitting that the physicians support this 
campaign and assist in every manner in order that the 
generous response of the previous years be continued. 


Sierra Meeting 


The Sierra County Medical Society met February 15 
at the home of Dr. and Mrs. T. B. Williams, Hot Springs, 
N. M. A resolution was passed to the effect that the 
Basic Science Law in New Mexico as it now stands is 
detrimental to medical care in this state. The scientific 
program was presented by Dr. Williams. Case presenta- 
tion was that of Situs Inversus (Dextro Cardia). Follow- 
ing adjournment Mrs. Williams served a delicious lunch. 
Members present were: Drs. Cantrell, Hubble, Williams, 
and Johnson. Dr. Fulwider was a guest—H. B. JOHN- 
SON, M. D. 


TURNER'S 
CLINICAL & X-RAY 
LABORATORIES 


First National Bank Building 


El Paso, Texas 


CLINICAL PATHOLOGY 
X-RAY DIAGNOSIS 
X-RAY THERAPY 
RADIUM THERAPY 


GEORGE TURNER, M. D. 
DELPHIN VON BRIESEN, M. D. 
H. F. HESLINGTON, 


= 

re 

] 

| 

) 

ent 

the 

the 

pen 

nts 

nt. 

ex- 

hip 

pen 

nes 7 

of 

ure 

and 

42 

ese 

ple 

ing 

ere 

ere 

ock 

nts 

be- 

the 

und 

the 

ter- 

ac- 


76 


SOUTHWESTERN MEDICINE 


APRIL, 1949 


Ambulance Service at All Hours 
Kaster & Maxon 


El Paso, Texas 


Home of Pendleton Frontier Clothes 


EL PASO, TEXAS ~ 


THE PRESCRIPTION SHOP 


A PROFESSIONAL PHARMACY 
C. D. CUNNINGHAM, MGR. 


Lobby First Natl. Bank Bldg. 
. Phones 2-4121 and 3-5522 


Popular Dry Goods Co. 


Credit Bureau of El Paso 
Medical-Dental Credit Bureau 


908 Mills Bldg. . El Paso, Texas 
CARLOS L. CARTER, MGR. 


) 


TAYLOR-SIMPKINS, Inc. 
MEDICAL OXYGEN 


2123 Texas Street 3-0952 El Paso, Texas 
Nights. call 5-0359, or Physicians’ Exchange 2-2474 


Taborleta’s Repetir 
Chico Nino 
4). Outstanding Chihuahuas 


14 to 20 CHAMPIONS IN EACH FOUR 


GENERATION PEDIGREE BLANK 3 
Taborleta Kennels, Reg. 


NORA TABOR WELLER 


Owner, Breeder and Trainer ) 


322 West Missouri St. 3-7633 Paso, Texas 
CHRISTOPHER'S} 
Brace & Limb Co. 
(Certified Vacuum Limb Fitters) | Surgical Supply 
CORSETS AND BRASSIERES | 
Company 


( ORTHOPEDIC SHOE SERVICING 


Authorized Dealer 


EVEREST & JENNINGS 
WHEEL CHAIR 


We Manufacture All Types of 
Artificial Limbs and 
Orthopedic Appliances 
ALL INQUIRIES GIVEN 
PROMPT ATTENTION 


815 North Cedar at Five Points 
El Paso, Texas 5-3841 


Your Complete Source in the 
Southwest for All Ethical 


Medical Equipment and Supplies 


Lol 


EL PASO TUCSON PHOENIX 
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El Paso’s Oldest Hospital 
4 Conducted by the Sisters of Charity 
Hospital and School of Nursing 


Dutton’s Laboratory 


FULLY APPROVED 4 
4 1014 NORTH STANTON STREET PHONE 2-1431 


L. O. DUTTON, M. D., DIRECTOR 


616 Mills Bldg., El Paso, Texas 
4 hone 2-3671 
ischbein Bros. 
Custom Tailors 


309 N. OREGON EL PASO, TEXAS ‘ } 
© Clinical and Pathological Procedures: 


GRANT AVE. PHARMACY 3 3 SEROLOGY CHEMISTRY 3 


A PROFESSIONAL PHARMACY 


GEO. W. BUSH, MGR. 


CLINICAL MICROSCOPY 
Ss i BACTERIOLOGY HEMATOLOGY 
Free Delivery 


Phone 2-2582 oo RH TYPING AND ANTIBODY TITRATIONS 
2005 Grant Avenue 
El Paso, Texas 


PATHOLOGY ENDOCRINE STUDIES 


hs HEADACHE RELIEVED 
CAFERGONE™ 


(Ergotamine Tartrate 1 mg., Caffeine 100 mg.) 


Various types of headaches such as migraine, histaminic cephalalgia, tension and psychogenic, 
respond to CAFERGONE tablets (EC-110). Clinical investigation has demonstrated that vas- 
cular type headaches have obtained prompt relief. Average dose 2 to 4 tablets (for individual 
attack). 


CAFERGONE is contraindicated in the presence of peripheral vascular disease, angina pec- 
toris, impaired renal or hepatic function or during pregnancy. 


Available in bottles of 20, 100, 500 and 1000 tablets. ; 


SANDOZ PHARMACEUTICALS 


WEST COAST OFFICE 
450 Sutter Street San Francisco 8, Calif. 
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CLEMENT C. BOEHLER, M. D. 


Diptomate AmericAN Boarp OssteTrics AND GYNECOLOGY 
Practice Limiteo To Osstetrics AND GYNECOLOGY 


1018 MILLS BUILDING EL PASO, TEXAS 


DRS. BRECK, BASOM AND LEONARD 


PRACTICE LIMITED TO 
ORTHOPAEDIC SURGERY 


3-1671 EL. PASO, TEXAS 


520 MONTANA STREET 


BASIL K. BYRNE, M. D. 


PEDIATRICS 


800 MONTANA STREET 3-1651 EL PASO, TEXAS 


BRANCH CRAIGE, M. D. 
(CertiFie> By AMERICAN Boarp OF INTERNAL MEDICINE) 
INTERNAL MEDICINE 


800 MONTANA STREET 3-1651 EL PASO, TEXAS 


WICKLIFFE R. CURTIS, M. D., F. A.C. S. 


(CertiFied By AMERICAN Board oF UroLocy) 


PRACTICE LIMITED TO 
UROLOGICAL DIAGNOSIS AND SURGERY 


215 FIRST NATIONAL BLDG. EL PASO, TEXAS 


L. O. DUTTON, M. D. 
ALLERGY 


616 MILLS BLGD. 2-367! EL PASO, TEXAS 


ORVILLE E. EGBERT, M. D., F. A.C. P. 


DIPLOMATE AMERICAN BOARD INTERNAL MEDICINE 


ALLERGY 
DISEASES OF THE CHEST 
1025 FIRST NATIONAL BANK BLDG. 


EL PASO, TEXAS” 


LESTER C. FEENER, M. D., F. A.C. P. 


DIPLOMATE AMERICAN BOARD INTERNAL MEDICINE 
INTERNAL MEDICINE 
CARDIOVASCULAR DISEASES 

401-3 BANNER BLDG. 


J. RICHARD FUCHLOW, M. D., D. A. B. R. 
RADIOLOGY 


616 MILLS BLDG. EL PASO TEXAS 


3-3423 


H. M. GIBSON, M. D. 


PRACTICE LIMITED TO UROLOGY 


209 MEDICAL ARTS BLDG. 27-6844 EL PASO, TEXAS 


J. LEIGHTON GREEN, M. D., F. A.C. S. 
GENERAL ano GYNECOLOGICAL SURGERY 


1225 FIRST NATIONAL BLDG. 2-9032 EL PASO, TEXAS 


Freo C. Hopces, M. D. 


HODGES AND HOOKS 


ORTHOPEDIC CLINIC 


J. M. Hooks, M. D. 


1442 N. 3RD STREET 


W. A. JONES, M. D. 


DipLomaTe AMERICAN Board oF NEUROLOGICAL SuRGERY 
NEUROLOGICAL SURGERY 


Meovicat Arts Buitpinc—Suite 300 
415 YANDELL BCULEVARD 3-5582 


EL PASO, TEXAS 


G. H. JORDAN, M.D., F.A.C.S. C. E. WEBB, M.D., F.A.C.S. 
DRS. JORDAN AND WEBB 

DIPLOMATES AMERICAN BOARD OF SURGERY 

GENERAL AND GYNECOLOGICAL SURGERY 


525 FIRST NATIONAL BLDG. 2-9412 EL PASO, TEXAS 


TRUETT L. MADDOX, D. D. S. 


ORAL SURGERY 


1031 FIRST NATIONAL ELDG. EL PASO, TEXAS 


DRS. MASON, HART AND BOVERIE 
RADIOLOGY—ROENTGENOLOGY—PATHOLOGY 


310 BANNER BLDG. 3-4478 EL PASO, TEXAS 
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BERNARD L. MELTON, M.D., F.A.CS., F.1-C-S. 


(CERTIFIED BY AMERICAN BOARD OF OPHTHALMOLOGY) 
(CERTIFIED BY AMERICAN BOARD OF OTOLARYNGOLOGY) 


EYE, EAR. NOSE AND THROAT 
DORSEY R. HOYT, M. D. 
EYE, EAR, NOSE AND THROAT 


605 PROFESSIONAL BUILDING 3-8209 PHOENIX, ARIZ. 


~ 


VINCENT M. RAVEL, M. D. 


(CERTIFIED By AMERICAN BoarD OF RADIOLOGY) 
X-RAY AND RADIUM 
2-3459 


503 BANNER BLDG. EL PASO, TEXAS 


ROSS W. RISSLER, M. D. 


(CERTIFIED BY THE AMERICAN BOARD OF INTERNAL MEDICINE) 
INTERNAL MEDICINE—CARDIOLOGY 


WALTER W. WOLLMANN, M. D., F. A. C. S. 


(CERTIFIED BY THE AMERICAN BOARD OF SURGERY) 


GENERAL SURGERY 


WILLIAM |. COLDWELL, M. D. 
INTERNAL MEDICINE 


3-1601 EL PASO, TEXAS 


2001 GRANT AVE. 


WILLARD W. S 


DIPLOMATE AMERICAN 
PLASTIC AND 
1415 FIRST NATIONAL BLDG. 


S. A. SCHUSTER, M. D. 
NEWTON F. WALKER, M. D. 
F. P. SCHUSTER, M. D. 
EYE, EAR, NOSE AND THROAT—BRONCHOSCOPY 
FIRST NATIONAL BLOG. 


2-1495 EL PASO, TEXAS 


~ 


LESLIE M. SMITH, M.D. H. D. GARRETT, M.D. 
DRS. SMITH AND GARRETT 
DISEASES OF THE SKIN 


931 FIRST NATIONAL BLDG. 3-6172 


M. P. SPEARMAN, M. D., F. A. C. S. 


DIPLOMATE AMERICAN BOARD OF OTOLARYNGOLOGY 


EYE - EAR - NOSE - THROAT 


FIRST NATIONAL BLDG 2-601 EL PASO, TEXAS 


W. E. VANDEVERE, M. D., F. A. C. S. 


OPHTHALMOLOGY AND 
DIPLOMATE AMERICAN BOARDS OF < 
OTOLARYNGOLOGY 


PRACTICE LIMITED TO 
OPHTHALMOLOGY 


1001 FIPST NATIONAL BLOG. EL PASO, TEXAS 


L. Deter, M. D. 
D DETER 
C SURGERY 


129 EL PASO, TEXAS 


HARDING 
Ambulat 


We hope you obtain 
use of the Iowa State 


320 Montana 


El Pat 


Southwest. Med. 


pr., 19 
A iowa Medical Livrary 


HISTORICAL BUILDING 
DES MOINES, IOWA 


leasure and profit from the 
Medical Library. You can 
increase its usefulness by returning your books 
Promptly. We are pleased to be of service to you. 

Borrower. Adults are entitled to draw books 
by filling out an application card. 

Number of Volumes. Two new books, or two 
new consecutive Journals cannot be taken by one 
person. Students may borrow 3 volumes at a time, 
which are not renewable. 
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TIONS 


| — EL PASO, TEXAS 


RY SERVICE 


Time Kept. The period of loan is two weeks; 


older books may be once renewed. New books 
and Journals are not renewable. [ ie 
crfelture of Privilege. Loss of books or 
journals without paying for same, defacing. 
mutilating materials, three requests for eehag 
without results, three requests for return of ma- 
terial without results, or necessity of 
Attorney General’s aid to have material 
bars from future loans. 
EL Transients and those at hotels may borrow 
books by depositing the cost of the book, or $5.00, 
which is returned when the book is returned. 
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_ Approved: American College of Surgeons 
Blue Cross Member Hospital 
American Hospital Association 


Open Staff 


Cotton and Erie El Paso, Texas 
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